OBJECTIVE: This video demonstrates the approach to a roboticassisted transabdominal cerclage using a needleless tape, a posterior knot placement, and proper instruments for visualization in a gravid and non-gravid uterus. DESCRIPTION: Two cases are presented including a nonpregnant and 11week pregnant patient. Both cases used an 8-mm, 30 degree scope, monopolar scissors, Maryland bipolar forceps, and Debakey forceps. A uterine manipulator was used for the non-gravid uterus and a vaginal sponge stick was used for the gravid uterus. After proper survey of the abdomen, the cervicouterine isthmus was identified bilaterally and a bladder flap was created. The posterior compartment dissection was performed by anteverting the uterus using either the uterine manipulator on the non-gravid uterus, or a laparoscopic paddle device on the gravid uterus. Bilateral uterine arteries were identified and an avascular channel was created medial to the uterine arteries at the level of the cervicouterine isthmus. A 5-mm Mersilene tape without a needle was carefully advanced through the avascular channel. In both cases, the cerclage knot was tied in the posterior compartment with the intention of facilitating palpation of the cerclage vaginally and the theoretical removal prior to delivery. This technique could theoretically allow for vaginal delivery. The posterior knot does not require reperitonization. In both cases, the length of procedure was less than two hours, the estimated blood loss was minimal, there were no surgical complications, and the patients were discharged from the recovery room. CONCLUSION: The stepwise approach to a robotic-assisted transabdominal cerclage using a posterior knot placement is illustrated in this video and details a safe and effective surgery in a gravid and non-gravid uterus with the theoretical potential for vaginal removal of cerclage for delivery.
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31 Placement of TVT into detrusor muscle causing dysuria V. Zhang, J. B. Long, C. Pugh, DO Reading Health System, Reading, PA
OBJECTIVE:
This video serves to demonstrate the complication of having a TVT sling placed into the detrusor muscle of the bladder as well as its subsequent minimally invasive surgical solution. The demonstration is presented in the case presentation format. DESCRIPTION: The first part of the video serves as an introduction to the case presentation. The second part of the video presents the surgical procedures performed: laparoscopic sacrocolpopexy, removal of the TVT sling, and the Burch colposuspension, along with the techniques used during the procedure. The last part of the video summarizes the case in its entirety and what was done for the patient that resolved her dysuria. CONCLUSION: In conclusion, TVT sling placement into the detrusor muscle of the bladder can result in significant dysuria. Recognizing the signs and symptoms, and knowing the techniques to surgically resolve the issue, will allow gynecologic surgeons to better serve their patients with similar issues.
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32 Management of intravesical mesh erosion with bladder calculi using combined suprapubic laparoscopic port and cystoscopy 
OBJECTIVE:
We aimed to completely remove eroded mesh and stone by applying endoscopic management in a patient with a past surgical history of a transobturator mid-urethral sling placement for stress urinary incontinence. A 55 year old female presented one year status post transobturator mid-urethral sling placement with dysuria, frequency, urgency, and recurrent urinary tract infections. Transabdominal ultrasound demonstrated a 1.5 cm bladder stone, fixed to the right lateral wall of the bladder. DESCRIPTION: The patient was placed in lithotomy position. Cystoscopy showed the eroded mesh entrapped by a 1.5 cm stone, visualized on the right lateral wall of the bladder. No other areas of mesh erosion in the bladder or urethra were identified. Under direct visualization and with a full bladder, a 5 mm suprapubic port was placed into the dome of the bladder. A transurethral grasper was inserted via the cystoscope channel to retract the stone and mesh medially away from the lateral wall, revealing exposed blue propylene mesh fibers. Endoscopic scissors were introduced through the suprapubic port and used to cut the mesh free from the bladder wall, dropping the stone into the bladder lumen. A 1,000 micron holmium laser was then used to lase and fragment the stone. The small fragments were removed using an Ellik evacuator. Operation time was less than one hour. Estimated blood loss was minimal. The patient was discharged to home the same day, with fluoroquinolone antibiotic coverage and an anticholinergic. An indwelling 16 Fr Foley catheter was removed 7 days postoperatively. CONCLUSION: The endoscopic approach with use of a suprapubic port for management of mesh erosion into the bladder with stone was safe and minimally invasive. This may be done as an outpatient surgery, with minimal risk and morbidity to the patient.
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